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EXECUTIVE  SUMMARY 


INTRODUCTION 

In  1991  and  early  1992,  the  Commonwealth  of  Massachusetts,  in  an  effort  to  reduce 
public  hospital  costs  in  a  period  of  fiscal  crisis,  closed  three  of  its  seven  public  chronic 
disease  hospitals:  Cushing,  Lakeville,  and  Rutland  Heights.  The  closing  of  the  three  hospitals 
was  part  of  a  larger  state  facility-consolidation  initiative,  involving  the  Departments  of  Public 
Health,  Mental  Health,  and  Mental  Retardation,  and  was  recommended  by  a  Special 
Commission  on  Facility  Consolidation  appointed  by  Governor  William  Weld.  The 
Commission  decided  that  the  closings  would  both  reduce  public  patient-care  costs  and 
improve  the  quality  of  patient  care. 

The  purpose  of  this  report  by  the  Gerontology  Institute  is  to  examine  two  aspects  of 
the  closures:  1)  the  public  policy  environment  in  which  the  closure  decisions  were  made  and 
2)  implementation  and  patient  relocation.  It  is  the  second  in  a  series  to  be  published  by  the 
Gerontology  Institute  at  the  University  of  Massachusetts  at  Boston  concerning  the  effects  of 
hospital  closings.  (An  earlier  report  discusses  the  perceptions  of  patient  representatives 
regarding  the  impact  of  the  closings  on  patients.) 

The  study  on  which  this  report  was  based  relied  on  two  types  of  data:  1)  official 
documents  and  other  written  accounts  of  issues  concerned  with  relocation  and  2)  41 
interviews  with  a  wide  range  of  organizational  representatives  involved  in  or  affected  by  the 
decisionmaking  process. 


POLICY  ENVIRONMENT 

Factors  Conducive  to  the  Closure  Decision 

The  major  factors  conducive  to  closing  these  facilities  were  a  new  governor  and 
administration  with  a  mandate  for  change;  a  state  fiscal  crisis  creating  a  favorable  climate  for 
change;  the  deterioration  of  the  physical  plants  of  several  facilities  and  the  need  to  either 
infuse  major  capital  or  close  facilities;  the  low  patient  census  in  the  facilities  and  the  fact  that 
many  patients  were  inappropriately  placed  in  hospital-level  facilities;  and  the  availability  of 
nursing  home  beds  for  the  first  time  in  many  years.  Without  any  one  of  these  factors  present, 
closure  would  have  been  more  difficult.  The  convergence  of  all  these  factors  in  1991  made 
facility  closure  feasible. 

The  Decisionmaking  Process 

The  Governor's  Special  Commission  on  Facility  Consolidation  provided  credibility  and 
a  broad  base  of  support  for  closure.  In  particular,  the  support  of  the  closures  by  two 
Commission  members,  both  of  whom  were  legislators  representing  the  town  of  Framingham 
in  which  Cushing  Hospital  was  located,  was  instrumental  in  undermining  opposition.  The 
Special  Commission  was  particularly  valuable  in  its  articulation  of  the  philosophical  rationale 
behind  the  closure  and  in  its  development  of  specific  goals  and  criteria  to  guide  the 
implementation  process. 

In  1991,  the  state's  31  facilities  (including  those  overseen  by  DMH  and  DMR)  cared 
for  only  about  6,200  patients  though  they  were  built  to  house  about  35,000  individuals.  In 
addition,  in  the  same  year  the  state  had  approximately  3,000  empty  nursing  home  beds.  There 
was  also  an  oversupply  of  chronic-hospital  beds.  Cushing  and  Rutland  Heights  hospitals  were 
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obvious  choices  for  closure  because  of  their  rapidly  deteriorating  physical  plants  and  the 
characteristics  of  their  patient  populations.  Lakeville  was  not  an  obvious  choice  since  it  had  a 
modern  physical  plant  and  did  provide  hospital-level  care  to  a  primarily  pediatric  and  young 
adult  population  with  complicated  medical  needs.  The  Commission's  rationale  for  closure 
was  that  the  facility  had  a  low  patient  census  and  a  high  per  capita  cost.  As  a  result,  patients 
could  be  provided  with  the  same  or  better  care  at  a  lower  cost  in  private  facilities. 
THE  IMPLEMENTATION  PROCESS 

The  implementation  process  was  analyzed  by  the  Gerontology  Institute  to  determine 
DPH  staff  actions  with  regard  to  informing  patients  and  families  of  the  closures,  identifying 
alternative  placements,  providing  placement  options,  and  transferring  patients  to  their  new 
locations.  Findings  are  that  the  Department  of  Public  Health  (DPH)  staff  performed  well, 
giving  high  priority  to  patients'  needs  and  to  the  concerns  of  family  members.  They  informed 
patients  and  family  members  about  the  process  and  what  to  expect.  Closure  decisions  were 
communicated  directly  to  facility  staff,  family  members,  and  some  patients  by  DPH 
Commissioner  David  Mulligan  in  visits  to  each  of  the  three  sites.  The  Commissioner's 
announcements  and  site  meetings  were  directly  followed  up  by  letters  and  information  packets 
sent  to  family  members  and  staff  outlining  the  closure  and  relocation  process.  DPH  discharge 
planning  staff  held  group  meetings  with  family  members  followed  up  by  individual  meetings 
for  those  family  members  desiring  more  time  and  discussion.  The  meetings  were  aimed  at 
explaining  the  relocation  process,  calming  fears,  assuring  families  about  the  quality  of  future 
placements,  and  discussing  their  concerns  and  expectations. 

The  discharge  planning  process  was  handled  differently  in  each  of  the  three  facilities 
according  to  the  characteristics  of  its  patients,  the  experience  of  facility  staff  with  discharge 
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planning  procedures,  and  the  decision  to  move  most  of  the  Lakeville  patients  as  a  group.  The 
process  worked  least  smoothly  at  Gushing  Hospital  as  a  result  of  miscommunications  and 
misunderstandings  about  the  division  of  responsibility  between  the  facility's  social  services 
staff  and  the  DPH  discharge  planning  staff.  At  all  three  facilities,  DPH  and  facility  staff 
worked  to  identify  quality  placements  and  to  assure  the  most  appropriate  placement  for  each 
patient.  For  the  most  part,  DPH  was  successful  in  providing  patients  and  families  with  more 
than  one  option  for  relocation.  In  some  cases,  however,  only  one  option  was  pursued  because 
of  the  patient's  special  needs  or  because  of  family  preferences. 

DPH  staff  worked  closely  with  the  staffs  of  the  facilities  to  maximize  the  emotional 
and  physical  comfort  of  patients  being  moved.  Transfers  were  generally  made  by  ambulance 
or  van,  and  DPH  policy  required  that  a  staff  member  from  the  closing  facility  always 
accompany  the  patient  to  the  receiving  facility.  Efforts  were  made  to  have  family  members 
either  accompany  the  patient  on  the  ride,  meet  the  patient  at  the  new  facility,  or  call  the 
patient  soon  after  arrival  at  the  new  facility.  On  the  whole,  staff  at  the  new  facilities  had 
planned  well  for  the  transfers  and  made  them  feel  welcome.  DPH  staff  provided  follow-up 
on  transferred  patients  through  visits  with  patients  at  the  new  facilities  and  through  telephoi 
and  personal  contacts  with  staff  there. 
CONCLUSIONS  AND  OBSERVATIONS 

The  closure  of  the  three  public  health  hospitals  moved  quickly  and  smoothly. 
Decisions  were  made  with  speed  and  credibility.  Implementation  was  patient-focused, 
sensitive,  and  clinically  appropriate  in  accordance  with  the  goals  and  criteria  outlined  by  the 
Governor's  Special  Commission  on  Facility  Consolidation. 

1 .  A  primary  reason  for  the  success  of  the  public  health  hospital  closure  process  was 
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the  political  will  of  the  Administration. 

2.  The  process  benefitted  from  strong  management  and  effective  staff  work. 

3.  The  smooth  process  of  the  DPH  closures  may  be  difficult  to  replicate  with 
Department  of  Mental  Health  (DMH)  and  Department  of  Mental  Retardation  (DMR)  facilities. ' 
DPH  generally  had  to  locate  not  create  alternatives  for  patients.  Also,  there  are  strong 
advocacy  groups  for  DMR  and  DMH  clients,  unlike  public  health  hospital  patients. 

4.  The  limited  media  coverage  throughout  helped  to  prevent  major  opposition. 

5.  Although  the  closures  seem  to  be  beneficial  from  a  public  policy  perspective,  they 
resulted  in  costs  such  as  anxiety,  fear,  a  sense  of  loss,  and  a  need  for  readjustment  on  the  part 
of  many  patients,  family  members,  and  facility  staff. 

6.  The  success  of  the  closure  process  was  also  attributable  to  balance  in  emphases  on 
quality  of  care  and  cost  effectiveness.  The  Administration  was  careful  to  build  its  case  on  the 
need  for  greater  emphasis  on  improved  community  care  and  on  equal  or  better  care  for 
patients  as  opposed  to  an  emphasis  only  on  costs  savings. 

NOTE:  While  this  report  does  indicate  that  the  decisionmaking  and  implementation 
processes  involved  in  the  closure  of  the  three  public  health  hospitals  proceeded  smoothly  and 
with  sensitivity  toward  the  needs  of  patients,  it  does  not  draw  conclusions  about  cost  savings 
or  the  effects  of  relocation  on  patients.  These  issues  will  be  addressed  in  detail  in  future 
reports  from  the  Gerontology  Institute. 
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I.  INTRODUCTION 

In  1991  and  early  1992,  the  Commonwealth  of  Massachusetts,  in  an  effort  to  reduce 
public  hospital  costs  in  a  period  of  fiscal  crisis,  closed  three  of  its  seven  public  chronic 
disease  hospitals:  Cushing,  Lakeville,  and  Rutland  Heights.  Cushing  Hospital,  located  in 
Framingham,  served  a  geriatric  chronic  care  population;  Lakeville  Hospital,  located  in 
southeastern  Massachusetts,  provided  chronic  care  services  both  to  a  pediatric  population  and 
adult  long-term  care  patients;  and  Rutland  Heights  Hospital  in  central  Massachusetts  served  a 
diverse  mixture  of  elderly  long-term  care  clients  and  other  chronic  care  patients.  In  the 
months  just  prior  to  the  announcement  of  the  closures,  the  patients  in  the  three  facilities 
numbered  388  (Cushing,  236;  Lakeville,  82;  and  Rutland  Heights,  70). 

The  closing  of  the  three  public  chronic  disease  hospitals  was  part  of  a  larger  state 
facility-consolidation  initiative  involving  not  only  the  Department  of  Public  Health  (DPH)  but 
also  the  Departments  of  Mental  Health  (DMH)  and  Mental  Retardation  (DMR).  The  closings 
of  these  particular  hospitals  were  recommended  by  the  Special  Commission  on  Facility 
Consolidation  appointed  by  Governor  William  Weld.  The  Commission  also  recommended  the 
closing  of  three  mental  health  and  three  mental  retardation  facilities.  The  Commission  in  a 
report  prior  to  the  closures  (Governor's  Special  Commission,  1991)  set  standards  for  the 
process  of  transferring  patients  to  new  facilities  and  for  the  quality  of  services  to  be  received 
by  patients  in  the  new  facilities. 

The  Commission  decided  that  the  closings  would  both  reduce  public  patient-care  costs 
and  improve  the  quality  of  patient  care.  In  some  cases,  the  closings  would  halt  expenditures 
for  maintenance  and  operation  of  structurally  deficient  facilities.  Instead,  state  monies  would 
be  used  to  purchase  high  quality  care  in  institutions  well  suited  to  meet  patient  needs.  The 


Commission  ascertained  that  because  of  the  condition  of  the  state  facilities  and  other  reasons 
including  employee  costs,  the  provision  of  quality  care  was  more  expensive  in  the  three  state 
public  health  hospitals  than  equivalent  or  better  care  would  be  in  nursing  homes  and  other 
chronic  care  settings. 

II.  PURPOSE 

The  purpose  of  this  report  is  to  examine  two  aspects  of  the  closure  of  the  three  public 
chronic  disease  hospitals: 

1)  the  public  policy  environment  in  which  the  closure  decisions  were  made 
and 

2)  implementation  of  the  closure  decisions  and  patient  relocation. 

The  study  of  the  policy  environment  addressed  the  factors  leading  to  the  closure 
decision  and  reconstructed  and  analyzed  the  decisionmaking  process.  The  second  part  of  the 
study  addressed  the  patient  relocation  process  as  it  was  designed  and  implemented  by  the 
Department  of  Public  Health,  the  agency  with  primary  responsibility  for  the  process. 

This  report  is  the  second  of  a  series  to  be  published  by  the  Gerontology  Institute  at  the 
University  of  Massachusetts  at  Boston  concerning  the  effects  of  the  hospital  closings.  A 
previous  report  presented  the  findings  of  a  survey  of  patient  representatives,  primarily  family 
members,  regarding  the  transfer  process  and  its  immediate  effects  on  patients.  Subsequent 
reports  will  examine: 

•  Patient  perceptions  of  the  effects  of  relocation; 

•  The  effects  of  relocation  on  patient  survival; 

•  The  effects  of  relocation  on  patient  functional  status;  and 

•  The  extent  to  which  the  Commonwealth  of  Massachusetts  has  achieved  cost 
savings  as  a  result  of  the  hospital  closings. 
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III.  METHODOLOGY 
A.  Policy  Environment 

The  Gerontology  Institute's  study  of  the  policy  environment  surrounding  the 
decisionmaking  process  was  based  on  two  types  of  data: 

1 )  official  documents  and  other  written  accounts  of  issues  concerned  with  relocation 
and 

2)  interviews  with  a  wide  range  of  organizational  representatives  involved  in  or 
affected  by  the  decisionmaking  process. 

The  written  materials  that  were  reviewed  included:  the  agendas  of  the  meetings  of  the 
Special  Commission  on  Facility  Consolidation,  transcripts  of  the  testimony  from  the  Facility 
Consolidation  hearings,  the  final  report  of  the  Special  Commission,  a  series  of  previous 
reports  dating  back  to  1 977  on  the  status  and  use  of  the  Massachusetts  public  chronic  disease 
hospitals,  written  materials  prepared  by  opponents  of  the  hospital  closures,  newspaper  articles 
regarding  the  closure  decision,  and  documents  supporting  closure  prepared  by  the  Department 
of  Public  Health  and  the  Department  of  Capital  Planning  and  Operations  (DCPO).  The 
analysis  of  documents  was  conducted  according  to  traditional  methods  of  historical  research. 

Among  those  interviewed  were:  Administration  officials  including  the  then  Secretary 
of  the  Executive  Office  of  Health  and  Human  Services  (EOHHS),  who  chaired  the  Special 
Commission;  the  then  Undersecretary  for  Health,  who  chaired  the  Steering  Committee  staffing 
the  Commission;  the  Commissioner  of  Public  Health  and  the  senior  management  staff  of  that 
agency;  several  members  of  the  Special  Commission;  members  of  the  Steering  Committee, 
who  served  as  staff  to  the  Special  Commission;  several  legislators,  two  of  whom  were  also 
Commission  members,  representing  the  areas  of  the  closed  facilities;  the  Chief  Executive 
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Officers  of  the  three  closed  faciUties;  the  senior  management  staff  at  the  three  closed 
facilities;  leading  family  advocate:    oposing  the  facilities'  closure;  and  union  representatives 
for  those  working  at  the  facilities.  Only  one  individual  of  those  solicited,  a  senior  staff 
member  at  Gushing  Hospital,  refused  to  be  interviewed.  A  total  of  41  interviews  were 
conducted.  Interviews  were  semi-structured,  conducted  in  person,  and  lasted  from  40  minutes 
to  two  hours.  Interviews  were  conducted  according  to  standard  social  science  methods  for 
semi-structured  face-to-face  interviews. 

Information  from  both  the  written  materials  and  interviews  was  reviewed  and  analyzed 
to  develop  a  full  and  accurate  explanation  of  the  circumstances  leading  to  the  decision  to 
close  the  three  hospitals.  In  particular,  analysis  focused  on  the  factors  leading  to  the  decision 
and  an  identification  of  the  relative  roles  of  different  individuals  and  groups  participating  in 
the  decisionmaking  process. 
B.  Implementation  Process 

The  study  of  the  implementation  process  was  also  based  on  both  an  examination  of 
written  documents  and  on  data  from  personal  interviews.  Internal  documents  of  the 
Department  of  Public  Health  describing  relocation  policies  and  procedures  were  analyzed. 
Department  correspondence  with  family  members,  facility  staff,  and  legislators  was  reviewed. 
In  addition,  interview  data  provided  perspectives  on  the  relocation  process  from  DPH  and 
DPW  staff  responsible  for  relocation;  key  management,  nursing,  and  social  service  staff  of  the 
three  hospitals;  and  family  advocates.  In  addition,  data  from  the  earlier  Gerontology  Institute 
survey  of  family  representatives  regarding  their  perceptions  of  the  relocation  experience  were 
supplemented  with  data  from  the  written  materials  and  interviews  and  were  used  for 
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comparative  purposes. 

Data  were  examined  to  determine: 

•  Steps  taken  to  inform  patients  and  their  families  about  the  relocation  process; 

•  Steps  taken  to  identify  high  quality  alternate  care  options  for  patients; 

•  Steps  taken  to  provide  patients  and  families  with  choices; 

•  Steps  taken  to  prepare  patients  after  the  alternate  care  settings  were  selected; 

•  Methods  used  in  the  actual  physical  transfer  of  patients; 

•  Steps  taken  to  assure  continuity  in  services  and  patient  adjustment  to  new 
residential  settings. 

IV.  POLICY  ENVIRONMENT 

In  analyzing  the  policy  environment  in  which  the  closure  decisions  were  made,  two 
areas  will  be  examined:  1)  the  factors  conducive  to  the  closure  decision  and  2)  the 
decisionmaking  process  itself. 
A.  Factors  Conducive  to  the  Closure  Decision 

The  decision  to  consolidate  state  facilities  and  close  three  public  hospitals  was  made  in 
the  context  of  a  changing  policy  environment.  The  major  factors  conducive  to  closure  of  the 
facilities  were: 

1 .  A  new  governor  and  administration; 

2.  The  state  fiscal  crisis; 

3.  The  physical  conditions  of  two  of  the  public  hospitals 
prior  to  closure  and  the  cost  of  maintaining  the 
facilities; 

4.  The  low  patient  census  and  the  characteristics  of  patients  in  these  three 
facilities;  and 
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5.  The  availability  of  alternate  care  settings  for  patients. 

A  New  Governor  and  Administration.  Prior  to  the  beginning  of  the  Weld 
Administration,  the  state  had  a  long  history  of  wrestling  with  the  issue  of  the  closure  of  public 
health  hospitals.  Each  of  the  three  hospitals  had  been  targeted  for  closure  by  prior 
administrations.  In  1975,  under  the  first  Dukakis  Administration,  the  closure  of  Gushing 
Hospital  was  seriously  discussed.  At  the  end  of  1989,  the  second  Dukakis  Administration 
selected  Rutland  and  Lakeville  for  closure.  In  each  instance,  the  Administration  rescinded  its 
decision  after  private  and  public  protests.  Research  reports  prepared  for  these  previous 
administrations  indicated  that  Massachusetts  was  overbedded  for  chronic  care,  and  that  the 
infrastructure  of  many  of  the  hospitals  was  deteriorating.    A  1977  report  by  the  then 
Gommissioner  of  Public  Health  recommended  as  an  option  the  closure  of  one  or  several 
hospitals  and  the  redirection  of  appropriations  to  the  remaining  facilities  to  permit  them  to 
maximize  their  potential  (Fielding,  1977). 

When  Governor  Weld  took  office  in  1990,  the  issue  of  public  hospital  closure  was 
already  in  the  forefront  of  discussion.  Staff  members  from  the  Departments  of  Public  Health 
and  Gapital  Planning  and  Operations  had  previously  prepared  papers  outlining  the  rationale 
and  potential  savings  for  consolidation,  and  many  were  on  record  as  favoring  closure.  The 
issue  of  facility  consolidation  was,  in  a  number  of  ways,  an  appealing  one  to  the  Weld 
Administration.    The  new  Republican  Governor  had  campaigned  on  the  issue  of  changing 
state  government  by  providing  a  fresh  examination  of  public-sector  activities  and  programs  to 
assess  their  value  and  cost-effectiveness.  He  had  also  touted  the  concept  of  "privatization"  of 
public  services  and  of  assessing  whether  some  activities  currently  provided  by  the  public 
sector  could  be  more  effectively  provided  by  private  providers. 

6 


Proponents  of  facility  consolidation  had  long  argued  that  many  persons  currently 
served  by  public  health  hospitals  could  be  more  appropriately  served  by  private  hospitals  and 
nursing  homes.  In  addition,  many  private  community  hospitals  were  in  jeopardy  because  of 
low  bed  occupancy.  Even  the  state's  nursing  homes  had  vacant  beds,  something  unheard  of 
just  a  few  years  before.  The  Governor's  philosophy  was  that  the  public  sector  should  not 
compete  with  the  private  sector  when  the  private  sector  could  deliver  services  of  comparable 
quality  and  cost.  Under  the  Weld  philosophy,  the  public  health  hospitals  had  a  role  as  gap 
fillers,  limited  to  the  provision  of  care  that  could  not  be  obtained  in  the  private  sector.  While 
closures  would  mean  the  loss  of  some  public  sector  jobs,  the  Administration  believed  strongly 
that  the  Commonwealth  does  not  have  an  obligation  to  keep  people  on  the  public  payroll. 
Senior  Administration  staff  noted  that  private  industry  lays  people  off  routinely  when  business 
conditions  decline.  In  the  same  way,  the  Commonwealth  needs  to  reassess  its  productivity 
and  method  of  delivering  services.  The  need  to  reduce  the  state  payroll  had  also  been  a 
campaign  theme  for  Governor  Weld. 

The  consolidation  of  public  facilities  conformed  with  the  Administration's  espousal  of 
the  concept  of  greater  investment  in  community  care  as  opposed  to  institutional  care.  The 
focus  on  community  care  and  the  closure  of  institutions  was  occurring  in  other  states  and  had 
the  support  of  many  professionals  and  advocates  in  the  human  services  communities.  The 
Administration  argued  that  the  closure  of  Department  of  Mental  Health  (DMH)  and 
Department  of  Mental  Retardation  (DMR)  facilities  would  lead  to  community  placements  for 
these  populations.  In  the  case  of  the  Department  of  Public  Health  facilities,  closures  would 
result  in  the  placement  of  long-term  patients  in  nursing  homes,  chronic  care  hospitals,  or 


7 


community  settings.  However,  the  argument  was  also  made  that  savings  from  public  hospital 
closures  would  be  used  to  upgrade  community  public  health  services  such  as  those  for  AIDS 
patients,  and  for  nutritional  supplements,  family  planning,  and  health  screening  programs. 

The  first  year  of  a  new  administration  generally  offers  the  most  advantageous  window 
of  opportunity  in  which  to  plan  and  implement  major  changes.  There  is  the  usual  political 
"honeymoon  period"  in  addition  to  the  public  expectation  of  change,  a  high  energy  level  on 
the  part  of  staff,  and  a  search  for  ways  to  make  a  quick  impact.  Facility  consolidation  was 
seen  as  providing  an  opportunity  to  make  significant  changes  in  the  state  human  service 
system  which  were  consistent  with  the  Weld  philosophy  of  the  role  of  government,  would 
result  in  major  cost  savings,  and  would  indicate  the  Administration's  ability  to  tackle  difficult 
issues  successfully.  In  addition,  most  senior  staff  of  the  new  administration,  including  both 
newly  appointed  staff  as  well  as  "holdovers"  from  the  previous  administration,  believed  that 
facility  consolidation  was  long  overdue.  They  favored  it  both  as  a  basis  for  cost  savings  and 
as  a  means  of  shifting  resources  from  institutional  care  to  community  care.  The  perception 
was  that  while  previous  administrations  had  recognized  the  value  of  facility  consolidation, 
they  had  been  deterred  from  full  implementation  of  such  a  policy  for  political  reasons. 

The  primary  reason  that  closures  had  not  been  carried  out  previously  was  the  wTath  of 
advocacy  groups  who  opposed  closings  and  the  resulting  political  pressure  and  stress  on  State 
Administrators  charged  with  implementing  the  policy.  Previous  attempts  to  close  public 
hospitals  had  resulted  in  major  lobbying  activities  by  advocacy  groups,  family  members,  and 
unions;  petitions  to  the  Governor  and  legislators;  opposition  from  legislators  in  the  affected 
districts  as  well  as  from  other  legislators  (some  of  whom  had  plans  to  seek  statewide  office); 
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and  negative  press  reports.  As  a  Republican  governor  with  an  overwhelmingly  Democratic 
legislature.  Governor  Weld  had  few  ties  to  legislators  and  was  less  likely  to  be  sensitive  to 
legislative  pressure.  Previous  administrations  had  attempted  to  hold  down  public  hospital 
costs  by  freezing  staff  hiring,  by  lowering  patient  numbers,  and  by  refusing  to  invest  in  the 
infrastructures  of  facilities.  However,  when  they  had  proposed  closures  of  facilities,  they  had 
eventually  capitulated  each  time  in  the  face  of  opposition.  Those  interviewed  for  this  study 
suggested  that  the  new  administration  had  reviewed  the  history  of  past  closure  attempts  and 
had  concluded  that  it  could  avoid  some  of  the  past  problems  and  was  willing  to  face  whatever 
obstacles  remained. 

The  State  Fiscal  Crisis.  A  major  factor  promoting  facility  consolidation  was  the  fiscal 
condition  of  the  Commonwealth  at  the  beginning  of  the  Weld  Administration.  Massachusetts 
was  experiencing  a  serious  financial  crisis;  the  State  had  one  of  the  lowest  bond  ratings  in  the 
country  and  projected  serious  budget  shortfalls  for  the  coming  year  unless  drastic  actions  were 
taken  to  cut  spending  and/or  increase  revenues.  Improving  the  state's  fiscal  situation  had  been 
the  primary  issue  on  which  Governor  Weld  campaigned.  In  addition,  there  was  widespread 
public  awareness  and  concern  regarding  this  issue.  As  a  result,  the  public,  legislators,  and 
advocacy  groups  were  all  more  open  to  accepting  the  need  for  major  cost  savings.  This 
widespread  sense  of  financial  crisis  was  key  to  creating  a  climate  favorable  to  reform  and 
change.  In  the  past,  the  state  had  been  in  a  comfortable  enough  financial  situation  so  that 
many  hard  choices  did  not  have  to  be  faced.  The  Weld  Administration  anticipated  that  it 
would  be  facing  increasing  demands  for  public  health  dollars  for  community  programs  to 
prevent  AIDS,  decrease  infant  mortality,  and  prevent  and  treat  substance  abuse.  They  also 
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anticipated  increasing  maintenance  costs  for  public  health  hospitals.  They  did  not  believe  the 
state  budget  would  support  increases  for  both  community  and    istitutic  lal  care. 

The  Physical  Conditions  of  the  Public  Health  Hospitals.  Another  significant  factor  in 
the  decision  to  consolidate  the  public  health  hospitals  was  the  physical  condition  of  many  of 
the  structures  and  the  costs  of  maintaining  the  facilities.  Physical  plants  were,  in  many  cases, 
aging,  deteriorated,  and  in  need  of  major  capital  investment  programs.    Rutland  Heights 
Hospital  and  Gushing  Hospital  were  facing  particularly  serious  problems  with  regard  to  their 
physical  plants.    The  Administration  believed  that  the  physical  plants  had  deteriorated 
sufficiently  that  replacement  was  the  only  feasible  plan.  It  was  estimated  that  $45  and  $42 
million,  respectively,  would  need  to  be  expended  before  the  facilities  could  meet  federal 
certification  regulations  and  accreditation  standards  and  be  appropriate  for  long-term  use.  Part 
of  the  problem  was  that  previous  administrations  had  treated  the  institutions  with  benign 
neglect,  providing  just  enough  funding  to  maintain  the  buildings  but  not  investing  in  their 
upkeep  and  upgrading.  Further,  the  design  and  ages  of  the  structures  made  them  expensive  to 
heat  and  maintain. 

The  Low  Patient  Census  and  the  Characteristics  of  Patients.  The  low  patient  census 
and  the  characteristics  of  patients  in  public  facilities  were  also  important  to  the  consolidation 
decision.  The  Commission  report  (Governor's  Special  Commission,  1991)  indicated  that  the 
state's  31  facilities  (including  those  overseen  by  DPH,  DMH,  and  DMR)  were  built  to  house  a 
total  of  35,000  individuals  but  in  1991  cared  for  only  about  6,200  patients.  They  also 
estimated  that  2,200  of  those  individuals  would  be  more  appropriately  cared  for  in  the 
community.  With  regard  only  to  the  seven  public  health  hospitals,  they  had  a  capacit\'  of 
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approximately  1,800  total  patients  but  an  average  1991  census  of  1,230  patients.  The  three 
public  health  hospitals  selected  for  closure  had  an  average  1991  census  of  379  patients  as 
compared  with  a  capacity  for  550.  The  low  patient  census  contributed  to  a  high  per  diem  cost 
per  patient. 

Previous  reports  on  the  state's  public  hospitals  had  indicated  a  high  rate  of 
inappropriate  utilization  (Bellefeuille,  1985;  DPH,  1986).  For  example,  Gushing  Hospital  was 
seen  as  serving  primarily  nursing  home-level  patients  whereas  Rutland  Heights  and  Lakeville 
were  seen  as  serving  a  mix  of  nursing  home-level  and  hospital-level  patients.  This 
inappropriate  utilization  had  both  fiscal  and  patient-care  implications.  Since  the  cost  of 
nursing  home  care  is  significantly  less  than  that  of  chronic  hospital  care,  this  meant  that  the 
state  was  paying  higher  rates  than  necessary  for  patient  care  for  these  individuals.  In  addition, 
it  could  be  argued  that  nursing  homes  or  other  more  residential  care  would  provide  a  more 
positive,  less  institutional  envirormient  for  patients  not  requiring  chronic-hospital-level  medical 
care.  (It  should  be  noted,  however,  that  many  nursing  homes  have  an  institutional  atmosphere 
and  that  all  three  of  the  public  hospitals  selected  for  closure  were  seen  as  having  warm  and 
homelike  atmospheres  by  many  patients  and  their  family  members). 

The  Availability  of  Alternate  Care  Settings  for  Patients.  A  final  major  factor 
facilitating  the  closure  decision  was  the  availability  of  alternate  care  settings  for  patients.  In 
the  past,  public  hospitals  had  been  seen  as  the  last  resort  for  patients  who  were  Medicaid- 
eligible,  heavy  care  patients  who  were  unable  to  find  nursing  home  beds  elsewhere,  or  for 
patients  unable  to  find  appropriate  care  at  other  community  hospitals.  By  1991,  for  the  first 
time  in  many  years,  the  state  was  facing  an  oversupply  of  nursing  home  beds,  with 
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approximately  3,000  empty  beds  statewide.  This  bed  availability  was  largely  attributable  to 
more  frequent  approval  of  Determination  of  Need  (DON)  applications,  allowing  increased 
development  of  nursing  home  beds,  and  the  fact  that  many  new  facilities  came  on  line  at  this 
point.  In  addition,  there  had  been  a  recent  change  in  the  methodology  for  payment  rates  of 
nursing  homes.  Previously,  nursing  homes  had  received  the  same  rate  of  payment  for  "heavy- 
care"  and  "light-care"  patients.  As  a  result,  facilities  were  often  reluctant  to  accept  heavy-care 
patients.  Under  a  new  case-mix  reimbursement  system,  payment  rates  were  higher  for  heavy- 
care  patients.  This  had  a  dramatic  impact.  Nursing  homes  now  sought  the  heavy  care 
patients  in  order  to  receive  the  higher  rates.  As  a  result,  there  were  often  a  variety  of 
alternative  settings  for  the  sicker,  more  disabled  patients  who  were  appropriate  for  care  in  a 
nursing  home. 

For  those  patients  still  requiring  hospital-level  care,  there  was  also  an  oversupply  of 
chronic-hospital  beds.    Many  hospitals  in  the  state  were  facing  serious  financial  problems  as 
a  result  of  empty  beds  and  were  very  interested  in  serving  the  chronic  care  needs  of  the  public 
hospital  residents.  In  some  cases,  the  private  hospitals  were  seen  as  being  critically  weakened 
by  having  to  compete  with  the  public  hospitals  for  chronic  care  patients  .  In  addition,  if 
private  hospital  beds  were  not  available,  other  state  public  hospitals  had  room  for  transfers 
where  appropriate. 

The  interaction  of  all  these  factors  created  the  policy  environment  conducive  to  facility 
consolidation  and  the  closure  of  the  three  public  health  hospitals.  It  is  against  this 
background  that  the  actual  decisionmaking  process  should  be  viewed. 
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B.  The  Decisionmaking  Process 

Three  separate  stages  of  the  decisionmaking  process  will  be  examined:  1)  creation  of 
the  Special  Commission;  2)  Commission  deliberations  and  recommendations;  and  3)  selection 
of  the  hospitals  to  be  closed. 

Creation  of  the  Special  Commission.  The  decision  to  address  the  issue  of  facility 
consolidation  was  reached  quickly  by  the  new  administration.  Key  staff  members  at  the 
DCPO,  DPH,  DMR,  and  DMH  were  supportive  of  consolidation.  They  presented  David 
Forsberg,  the  recently  appointed  Secretary  of  the  Executive  Office  of  Health  and  Human 
Services  (EOHHS),  and  Charles  Baker,  the  Undersecretary  for  Health,  with  detailed 
background  information  on  each  of  the  facilities,  including  data  on  patient  characteristics; 
condition  of  the  physical  plant;  fiscal  status;  and  recommendation  for  future  disposition. 
Since  there  was  general  agreement  on  the  value  of  closure,  the  initial  debates  concerned  the 
method  of  proceeding  with  consolidation.  There  was  a  division  of  opinion  among  senior 
staff,  with  some  members  proposing  a  quick  internal  review  and  decision  on  which  facilities 
should  be  closed  and  others  opting  for  a  slower  process  seeking  to  obtain  broader  support 
through  appointment  of  a  Special  Commission  on  Facility  Consolidation  as  suggested  by  Lt. 
Governor  Paul  Cellucci.  The  determination  was  made  to  appoint  a  Special  Commission  to 
review  the  data  and  make  determinations  about  which  facilities  should  be  closed.  Although 
this  was  the  slower  route,  the  Administration  felt  that  it  would  provide  greater  credibility  for 
the  decisionmaking  process.  However,  the  Administration  was  also  concerned  that  the  process 
not  be  a  lengthy,  drawn-out  affair.    A  slow  process  would  not  only  mean  reduced  cost 
savings  from  delayed  consolidation  but  would  also  provide  more  opportunity  for  opponents  to 
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organize  and  attempt  to  prevent  closures.  As  a  result,  a  very  short,  intensive  work  schedule 
was  outlined  for  the  Commission. 

The  Administration  realized  that  to  be  credible  the  Commission  should  include 
representatives  of  a  number  of  groups,  including  community  care  providers  and  supporters, 
institutional  care  providers  and  supporters,  legislators,  consumer  advocates,  family  members, 
and  unions.  A  17-member  Commission  was  selected  based  on  representation  of  these 
interests.  In  addition,  the  Secretary  for  Administration  and  Finance  and  the  Commissioners  of 
the  three  state  departments  (DPH,  DMR,  and  DMH)  were  included  as  members.  Secretary 
Forsberg  chaired  the  Commission  in  his  role  as  Secretary  of  Health  and  Human  Services. 
Opponents  of  facility  consolidation  believed  that  the  Commission  was  stacked  with  those 
favorable  to  facility  closure  and  to  community  care  —  including  community  service  vendors. 

While  the  majority  of  Commission  members  seemed  to  be  philosophically  in  favor  of 
increased  community  care  and  sympathetic  to  facility  consolidation,  the  Administration  was 
careful  to  include  opposing  views  and  to  select  well-respected  and  credentialed  participants. 
In  essence,  for  those  opposed  to  consolidation  and  closure,  such  as  the  unions,  an  invitation  to 
membership  on  the  Commission  posed  a  dilemma.  Their  participation  would  give  the 
decisionmaking  process  the  appearance  of  inclusiveness  and  greater  credibility  for  the 
Administration's  efforts.  By  not  participating,  the  unions  would  have  no  voice  at  all  and  no 
chance  to  influence  the  process.  While  a  union  representative  did  participate,  she  did  so  with 
serious  reservations  about  the  effectiveness  of  her  role  and  the  impact  of  her  views. 

The  Commission  was  staffed  by  a  Steering  Committee,  co-chaired  by  Undersecretary 
for  Health,  Charles  Baker,  and  Lisa  Blout,  Assistant  Secretary  of  the  Executive  Office  of 
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Administration  and  Finance.  The  Staff  Coordinator  of  the  Steering  Committee  was  Steve 

Kadish,  the  Deputy  Director  for  Human  Service  Facility  Planning,  at  DCPO.  The  remaining 

members  of  the  Steering  Committee  were  key  senior  staff  from  the  three  impacted  agencies, 

DPH,  DMR,  and  DMH.  This  group  had  been  responsible  for  the  background  data  and  reports 

resulting  in  the  decision  to  consolidate.  The  Steering  Committee  was  also  responsible  for 

supplying  data,  reports,  and  recommendations  to  the  Special  Commission.  In  essence,  they 

controlled  the  information  flow  and  set  the  agenda  for  the  Commission  meetings. 

Commission  Deliberations  and  Recommendations.  The  Commission  held  its  first 

f 

meeting  on  April  4,  1991.  The  initial  schedule  called  for  a  report  and  recommendations  to  be 
completed  in  six  weeks'  time.  This  was  later  extended  for  five  weeks,  with  the  final  report 
and  recommendations  issued  on  June  19,  1991.  Given  the  volume  of  work  involved,  this  was 
still  a  very  quick  and  intensive  process.  The  Commission  agreed  to  hold  five  public  hearings 
across  the  state  and  to  visit  each  of  the  31  facilities  being  considered  for  consolidation  or 
closure.  Extensive  testimony  was  given  at  each  of  the  public  hearings  primarily  from 
professionals,  family  members,  staff  from  the  facilities,  and  consumer  advocates.  While 
testimony  on  the  closure  of  the  DMR  and  DMH  facilities  was  more  or  less  balanced  between 
opponents  of  closure  and  supporters  of  greater  investment  in  community  care,  testimony  on 
the  DPH  closures  was  largely  from  those  opposed  to  the  closure  of  specific  facilities.  Site 
visits  consisted  of  brief  tours  of  the  facilities  and  discussions  with  some  staff  members. 
Commission  members  were  generally  conscientious  about  attending  the  hearings  and  visiting 
the  facilities  although  not  all  were  present  each  time.  The  schedule  for  the  first  several  weeks 
involved  8-  to  10-hour  days  several  days  each  week. 
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Commission  members  were  given  large  packets  of  reading  materials  to  absorb  before 
every  meeting.  These  materials,  prepared  by  the  Steering  Committee,  tended  to  reflect  its 
perspective.  Other  materials  wevQ  provided  by  opponents  of  the  closures  in  the  form  of 
written  testimony  or  letters  to  Commission  members.  Clearly,  however,  the  Steering 
Committee  was  primarily  responsible  for  providing  information  and  data  on  which  the 
decisions  were  made.  The  Steering  Committee  also  made  recommendations  to  the 
Commission  on  which  facilities  should  be  closed.  These  recommendations  were  eventually 
adopted  by  the  Commission  and  they  were  voted  on  as  a  package.  Other  than  the  three 
facilities  selected  for  closure,  no  other  DPH  hospital  was  seriously  considered  with  the 
possible  exception  of  Western  Massachusetts  Hospital  in  Westfield.  Voting  on  the  facilities  as 
a  package  clearly  served  to  move  the  process  along  more  quickly  and  probably  lessened  the 
possibility  of  focusing  concern  around  any  one  specific  facility. 

While  the  Commission  members  did  adopt  all  of  the  Steering  Committee's 
recommendations,  there  were  debates  around  the  closure  recommendations.  Some  members 
questioned  the  selection  of  Lakeville  Hospital,  and  others  favored  the  closing  of  more 
facilities.  For  the  most  part.  Commission  members  were  particularly  concerned  about  assuring 
that  the  clinical  needs  of  patients  were  met;  cushioning  the  impact  of  the  closings  on  patients, 
families,  and  staff;  and  assuring  appropriate  and  quality  placements.  The  Commission 
members  were  instrumental  in  assuring  that  their  final  report  articulated  the  philosophical 
rationale  for  closure  and  that  it  delineated  specific  goals  and  criteria  to  guide  the 
implementation  process.  As  a  result,  the  report  discusses  the  mismatch  existing  between 
facility  availability  and  service  needs,  the  need  to  direct  dollars  away  from  the  support  of 


16 


expensive,  underutilized  facilities  and  toward  direct  care  services,  and  the  need  to  build  on 
existing  community  support  systems. 

Perhaps  the  most  significant  contribution  of  the  Commission  was  in  stating  a  pledge 
for  quality  care  and  in  listing  specific  goals  and  criteria  for  the  Administration  to  follow  in  its 
implementation  process.  The  pledge  was  made  to  assure  patients,  family  members,  staff,  and 
advocacy  groups  that  the  closure  process  would  be  driven  first  and  foremost  by  concerns  for 
the  well-being  of  patients.  The  pledge  had  two  parts:  "1)  No  patient  will  be  moved  until  an 
equal  or  better  appropriate  care  setting  is  available,  and  2)  No  institution  will  close  until  every 
client  or  patient  has  been  moved  to  an  appropriate  location."  The  report  then  outlined  specific 
ways  in  which  adherence  to  this  pledge  would  be  carried  out. 

The  Commission  was  essentially  able  to  reach  consensus  on  its  recommendations  and 
report  with  the  exception  of  a  minority  report  submitted  by  Laura  Spencer,  the  Human 
Services  coordinator  for  the  American  Association  of  State,  County  and  Municipal 
Employees.  The  minority  report  expressed  concern  about  the  need  for  public  chronic 
hospitals  as  a  safety  net  to  serve  those  who  cannot  find  care  elsewhere  and  expressed 
skepticism  about  the  premise  that  private  care  is  more  cost  effective  than  public  care  both  in 
the  short  and  long  term.  In  addition  to  the  minority  report,  the  Commission  report  also 
included  two  statements  from  members  —  one  by  State  Senator  Edward  Burke  and  State 
Representative  Barbara  Gray  expressing  concerns  about  the  possible  transfer  of  some  Cushing 
patients  to  Tewksbury  Hospital  and  another  by  Colonel  M.  Crocker,  a  family  representative, 
calling  for  local  community  input  and  monitoring  to  assure  that  the  goals  and  criteria  for 
implementation  would  be  met. 


17 


The  fact  that  consensus  was  generally  reached  was  in  large  part  a  result  of  the  work  of 
its  Chairperson,  David  Forsberg.  Participants  indicated  that  he  was  open  and  inclusive  in  his 
manner  and  was  an  excellent  facilitator.    Secretary  Forsberg  had  a  public  track  record  in 
human  services  and  housing  and  was  well  respected  by  many  human  service  advocates.  He 
was  generally  perceived  as  having  integrity  and  compassion,  and  indicated  at  the  outset  that 
he  was  determined  that  the  process  would  be  driven  by  patients'  needs.  As  a  result,  his 
chairing  of  the  Commission  added  credibility  to  the  process.  Charles  Baker,  the  Chairperson 
of  the  Steering  Committee,  also  played  a  key  role  and  brought  a  different  set  of  strengths  to 
the  process.  He  was  perceived  as  "the  nuts  and  bolts  person"  who  continually  moved  the 
work  along.  He  brought  an  aggressive,  business-like  orientation  to  the  task  and  kept  the 
process  moving  so  its  deadlines  would  be  met.  He  also  brought  a  solid  understanding  of  the 
health  care  system  and  a  conviction  that  the  Special  Commission  had  a  unique  opportunity  to 
revive  and  reallocate  agency  programming  through  facility  consolidation.  Overall,  Forsberg' s 
diplomacy  and  Baker's  drive  created  an  effective  balance. 

The  credibility  of  the  Commission's  work  and  its  final  report  was  greatly  enhanced  by 
the  memberships  of  Senator  Burke  and  Representative  Gray,  both  of  whom  represented  the 
town  of  Framingham  in  which  Cushing  Hospital  was  located.  Their  agreement  to  the  closing 
of  that  facility  undercut  some  of  the  opposition.  To  those  in  agreement  with  the  closure 
decisions,  their  actions  were  viewed  as  courageous  and  as  an  example  of  putting  the  public 
good  ahead  of  self-interest.  To  opponents,  their  actions  were  seen  as  betrayal. 

Selection  of  Hospitals  to  be  Closed.  The  three  public  health  hospitals  recommended 
for  closure  by  the  Steering  Committee  and  voted  upon  by  the  Commission  differed  with 
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regard  to  the  characteristics  of  their  patient  populations  and  the  conditions  of  their  physical 
plants.  As  a  result,  the  rationales  for  closure  also  differed  somewhat. 

Gushing  and  Rutland  Heights  were  obvious  choices  for  closure.  As  previously 
mentioned,  both  had  outdated  and  rapidly  deteriorating  physical  plants  in  need  of  major 
capital  investment  if  they  were  to  continue  to  be  accredited.  Gushing  was  built  in  1942  as  a 
federal  military  hospital  for  acute  medical  and  psychiatric  patients.  The  facility  consisted  of 
single-story  barracks-type  buildings,  which,  as  the  former  director  noted,  were  "designed  for 
young  men  and  used  primarily  by  old  women."    Rutland  Heights  was  opened  in  1895  as  one 
of  the  first  tuberculosis  sanatoriums  in  Massachusetts.  The  infrastructure  of  the  facility  was 
deteriorated  to  the  point  that  it  represented  a  risk  to  continued  operation.    In  both  cases,  the 
choice  came  dovm  either  to  close  or  rebuild. 

Both  Gushing  and  Rutland  had  large  numbers  of  patients  who  were  in  need  of  nursing 
home  care  as  opposed  to  hospital-level  care.  This  was  true  for  the  large  majority  of  Gushing 
patients  and  about  half  of  the  patients  at  Rutland.  Also,  other  appropriate  care  options  for 
patients  were  available  in  both  areas.  As  a  result  of  these  factors,  the  decisions  to  close 
Gushing  and  Rutland  Heights  were  not  surprising.  As  one  DPH  senior  staff  member  noted, 
"the  handwriting  had  been  on  the  wall  for  these  two  facilities  for  a  long  time." 

Lakeville  was  not  an  obvious  choice  for  closure.  It  had  a  modem  physical  plant  in  an 
attractive  setting  and  was  in  good  condition.  Also,  it  did  provide  hospital-level  care  to  a 
primarily  pediatric  and  young  adult  population  with  complicated  medical  needs.  The 
Gommission's  rationale  for  closure  was  that  the  facility  had  a  low  patient  census  and  a  high 
per  capita  cost.  As  a  result,  patients  could  be  provided  with  the  same  or  better  care  at  a  lower 
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cost  in  empty  beds  in  private  facilities  in  the  area.  Opponents  of  the  closure  argued  that  the 
low  patient  census  was  the  consequence  of  a  DPH-initiated  hiring  freeze,  which  resulted  in  the 
need  to  keep  admissions  down;  they  said  that  the  facility  was  indeed  "making  money"  for  the 
state.  DPH  and  DCPO  staff  responded  to  this  argument  by  pointing  out  that,  once  all  state 
costs  such  as  Medicaid  dollars  and  employee  pensions  were  considered,  care  at  the  facility 
was  not  cost  effective  compared  to  comparable  care  in  private  facilities.  Lakeville  supporters 
were  particularly  embittered  by  what  they  believed  was  the  state's  inability  to  present  clear 
and  consistent  fiscal  data  on  the  facility's  operations  that  would  indicate  the  facility  was  not 
cost  effective.  Supporters  of  Lakeville  also  argued  that  the  state  failed  to  consider  other 
alternatives  for  the  facility,  such  as  privatizing  it  by  allowing  it  to  remain  open  but  under 
private  ownership.  Senior  management  staff  at  EOHHS  indicated  that  this  option  was 
considered  but  that  the  administrative  process  involved  was  too  lengthy  and  too  unpredictable 
to  undertake. 

It  should  be  noted  that  all  three  facilities  were  acknowledged  to  be  providing  quality 
care  to  patients.  All  three  had  committed  and  caring  staff,  many  of  whom  had  developed 
close  bonds  with  patients.  The  issue  was  not  poor  quality  of  care;  rather  it  was  that 
comparable  or  more  appropriate  care  could  be  provided  more  cost  effectively  in  other  settings. 

V.  THE  IMPLEMENTATION  PROCESS 

The  implementation  process  was  analyzed  by  the  Gerontology  Institute  to  determine 
DPH  staff  actions  with  regard  to: 

•  Informing  patients  and  family  members  of  the  hospital  closures; 
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•  Identifying  alternative  placements; 

•  Providing  placement  options;  and 

•  Transferring  patients  to  their  new  locations. 
A.  Informing  Patients  and  Family  Members 

The  transmission  of  information  about  the  closures  and  relocation  process  began  with 
announcements  of  the  closure  decision.  The  decision  on  closures  was  communicated  directly 
to  facility  staff,  family  members,  and  some  patients  by  Commissioner  David  Mulligan.  On 
the  day  the  decision  was  announced,  he  met  with  the  directors  of  the  three  hospitals  to 
inform  them  of  the  Commission's  decision.  Although  the  decision  was  not  a  surprise  to  the 
Rutland  and  Cushing  directors,  it  was  totally  unexpected  by  the  Lakeville  director,  who  had 
heard  it  announced  on  radio  just  before  he  met  with  the  Commissioner.  Over  the  next  several 
days,  Commissioner  Mulligan  then  arranged  to  visit  the  facilities.  At  each  facility,  he  held 
three  separate  meetings:  first,  with  senior  staff;  second,  with  all  staff;  and  last,  with  family 
members  and  some  patients.  Other  patients  were  informed  by  members  of  the  nursing  or 
social  services  staff  at  the  facilities  or  by  family  members.    Despite  this  attempt  to  personally 
convey  the  news,  many  family  members  and  staff  first  heard  the  news  from  the  media.  The 
Commissioner  also  made  himself  available  to  the  press  after  completing  each  of  the  meetings 
at  the  three  sites. 

At  the  Lakeville  and  Cushing  meetings,  the  Commissioner  faced  very  hostile  and 
emotional  audiences.  In  contrast,  family  members  and  staff  at  Rutland  Heights  were  upset  but 
more  resigned  to  the  decision.  The  Commissioner  discussed  the  rationale  behind  the  closings 
of  the  three  sites  and  the  sequence  of  events  that  would  follow  in  preparing  for  relocation. 
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While  a  number  of  closure  opponents  felt  the  Commissioner  was  indifferent  to  their  concerns, 
the  large  majority  of  both  supporters  and  opponents  felt  he  deserved  credit  for  quickly  and 
directly  communicating  the  closure  decisions. 

The  announcement  and  meetings  by  the  Commissioner  were  directly  followed  up  by 
letters  and  information  packets  to  family  members  and  staff  outlining  the  closure  and 
relocation  process.  In  addition,  DPH  discharge  planning  staff,  headed  by  Mary  Hardiman, 
Director  of  H(  nital  Management,  and  Bette  Ann  Ritcey,  Director  of  Relocation  Services  for 
the  Department  of  Public  Welfare,  who  was  on  loan  to  DPH  for  the  closures,  were  sent  to  the 
facilities.  They  held  group  meetings  with  family  members  followed  up  by  individual 
meetings  for  those  family  members  desiring  more  time  and  discussion.    The  meetings  were 
aimed  at  explaining  the  relocation  process,  calming  fears,  assuring  families  about  the  quality 
of  future  placements,  and  discussing  their  concerns  and  expectations. 

The  DPH  staff  responded  quickly  to  provide  information  and  make  themselves 
available  for  individual  counselling  and  discussions.  The  Gerontology  Institute's  report  on  a 
survey  of  194  family  representatives  of  the  318  relocated  patients,  found  that  the  vast  majority 
of  respondents  (95  percent)  indicated  they  had  received  notice  of  meetings  to  provide 
information  on  the  upcoming  move  (Leventhal  &  Caro,  1992).  Of  these,  72  percent  attended 
meetiras,  and  82  percent  of  attendees  reported  that  the  meetings  were  "very"  to  "somewhat" 
helpful. 

B.  Identifving  Alternative  Placements 

The  next  step  in  the  process  was  the  identification  of  alternative  care  settings  and 
placements  for  each  patient.  This  discharge  planning  process  involved: 
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•  assessing  the  level  of  care  required  by  each  patient; 

•  notifying  the  patient's  physician  and/or  psychiatrist  concerning  the  level  of  care 
placement  and  necessary  medical  and  discharge  orders 

•  discussing  preferences  with  family  members  or  other  patient  representatives  and, 
where  appropriate,  with  patients; 

•  locating  quality  facilities  consistent  with  family  and  patient  preferences  and  where 
there  were  available  beds; 

•  arranging  meetings  for  staff  from  potential  new  facilities  with  staff  and  patients 
from  facilities  being  closed  to  assure  an  appropriate  match;  and 

•  providing  family  members  with  information  about  the  new  facilities  and 
opportunities  for  site  visits. 

To  ease  the  process  of  identification  of  alternative  settings.  Commissioner  Mulligan 
and  his  staff  met  with  representatives  of  the  Massachusetts  Federation  of  Nursing  Homes  and 
the  Association  of  Massachusetts  Homes  for  the  Aged  to  discuss  the  relocation  process  and 
timetable.  DPH  staff  also  developed  a  statement  outlining  a  Quality  Assurance  Process  for 
nursing  home  placements.  This  would  involve  obtaining  from  the  Department's  Division  of 
Health  Care  Quality  recent  survey  results  on  each  potential  nursing  home,  with  a  positive 
survey  result  serving  as  a  minimum  baseline  for  assessing  quality;  site  visits  by  Medicaid 
nurses;  determining  the  strengths  and  weaknesses  of  each  home  and  ability  to  handle  different 
types  of  patients;  and  the  location  of  the  home  in  relation  to  the  patient's  relatives  and  friends. 

The  discharge  planning  process  was  handled  differently  in  each  of  the  three  facilities 
as  a  result  of  the  differing  characteristics  of  patients  as  well  as  the  experiences  of  staff  at  each 
facility  with  discharge  planning  procedures,  and  the  decision  to  move  most  of  the  Lakeville 
patients  as  a  group. 

Rutland  Heights  Hospital.  DPH  discharge  planning  staff  headed  by  Mary  Hardiman 
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and  Bette  Ann  Ritcey  planned  to  split  their  time  on  site  at  Rutland  Heights  and  Gushing 
Hospitals.  However,  once  they  were  involved,  they  found  that  effective  discharge  planning 
required  consistency  and  a  presence  at  the  facility  on  a  more  permanent  basis.  Hardiman  and 
Ritcey  also  discovered  that  the  Director  of  Social  Services  at  Rutland  Heights  had  experience 
in  discharge  planning  and  was  familiar  with  the  nursing  homes  and  chronic  care  facilities  in 
the  area.  Also,  as  indicated  earlier,  Rutland  Heights  patients,  families,  and  staff  were  more 
resigned  to  the  closure  as  compared  to  their  counterparts  at  the  other  two  facilities.  Senior 
staff  tried  to  be  upbeat  and  accepting  of  the  decision.  As  a  result,  the  decision  was  made  to 
let  the  Director  of  Social  Services  at  Rutland  Heights  take  control  of  the  discharge  process 
with  the  help  and  consultation  of  DPH  staff. 

DPH  staff  visited  Rutland  Heights  about  once  a  week  to  work  with  the  Director  of 
Social  Services  and  provide  assistance.  In  addition,  Ritcey  and  Hardiman  were  in  telephone 
contact  with  him  on  a  daily  basis.  This  process  worked  well,  and  both  DPH  staff  and  Rutland 
Heights  staff  commented  on  the  smooth  process.  The  discharge  planning  was  accomplished  at 
a  reasonable  pace,  and  most  involved  believed  that  the  location  of  alternative  placements  was 
handled  with  thoroughness  and  care. 

Gushing  Hospital.  The  discharge  plarming  process  worked  least  smoothly  at  Gushing 
Hospital.  Many  of  the  senior  staff  members  at  Gushing  Hospital  were  angry  and  bitter  about 
the  closing.  This  anger  was  exacerbated  by  miscommunications  and  misunderstandings  about 
responsibility  for  discharge  plarming.  The  Social  Services  staff  at  Gushing  had  been  told  by 
the  Ghief  Executive  Officer  of  the  hospital  that  they  were  responsible  for  all  discharge 
planning  and  that  DPH  staff  would  be  on  site  only  on  a  consulting  basis.  However,  Hardiman 
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and  Ritcey  had  been  given  responsibility  for  discharge  planning  and  were  more  experienced 
with  the  process.  While  patients  at  Lakeville  and  Rutland  Heights  had  been  admitted  both  on 
a  long-stay  and  short-stay  basis,  Gushing  patients  were  entirely  long-stay.    Gushing  had 
always  been  the  terminal  placement  for  patients  and  the  Social  Services  staff  had  no 
experience  with  locating  alternative  placements. 

The  conflict  over  who  was  actually  in  charge  of  the  process  and  the 
miscommunications  lasted  approximately  a  month  before  Commissioner  Mulligan  made  clear 
to  Gushing  senior  staff  that  Hardiman  and  Ritcey  were  to  be  totally  in  charge  and  that  the 
Gushing  Social  Services  staff  were  to  have  only  a  limited  role.  This  month  was  marked  by 
the  DPH  staff  and  the  Gushing  Social  Services  staff  often  working  at  cross  purposes.  It  also 
resulted  in  lasting  mistrust  and  bitterness.  Internal  relations  among  staff  at  the  facility  were  a 
factor  since  there  was  a  history  of  dissension  between  the  Social  Services  and  nursing  staffs. 
The  nursing  staff  worked  closely  with  the  DPH  staff  throughout  the  discharge  planning 
process  and  were  generally  supportive  of  their  efforts. 

Both  the  Social  Services  staff  and  the  DPH  staff  thought  they  were  working  for  the 
best  results  for  the  patients.    The  Social  Services  staff  thought  DPH  staff  were  too  concerned 
with  speed  of  placement  and  were  not  familiar  enough  with  the  history  and  special  needs  of 
each  patient;  the  DPH  staff  believed  the  Social  Services  staff  were  purposely  delaying 
placements  and  were  not  knowledgeable  enough  about  how  to  identify  appropriate  alternative 
placements.  Glearer  communication  at  the  outset  regarding  the  responsibilities  of  all  parties 
could  have  avoided  much,  if  not  all,  of  the  ensuing  bitterness  and  many  of  the  problems. 
However,  once  roles  were  clarified,  the  discharge  process  did  proceed  smoothly  at  Gushing. 
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Lakeville  Hospital.  The  discharge  planning  process  at  Lakeville  Hospital  was  more 
abbreviated.  Lakeville  staff  were  very  experienced  in  discharge  planning  since  Lakeville  had 
discharged  many  patients  over  the  years  and  it  was  part  of  the  staff  s  normal  job.  It  was 
agreed  that  Lakeville  staff  would  be  responsible  for  the  process  with  DPH  staff  available  as  a 
resource.  In  some  cases,  family  members  of  patients  took  the  initiative  and  found  placements 
themselves  for  their  relatives  at  other  facilities  in  the  area.  Some  of  these  families  used 
information  from  DPH  staff  in  locating  appropriate  facilities. 

The  Lakeville  process  was  cut  short,  however,  by  DPH's  decision  to  try  to  keep  most 
of  the  Lakeville  patients  together.  On  August  28,  1991,  two  months  after  the  closure 
announcement,  DPH  issued  a  Request  for  Proposals  to  appropriate  institutions  in  Southeastern 
Massachusetts  asking  them  to  submit  proposals  to  provide  care  for  at  least  one  of  the 
following  three  groups  of  patients  remaining  at  Lakeville:  ventilator  unit  patients,  neuro- 
behavioral  unit  patients,  and  pediatric  patients.  DPH  indicated  its  preference  that  a  facility 
care  for  all  three  groups.  There  were  eight  respondents  interested  in  providing  care  to  one  of 
these  groups.  Only  one  respondent,  Mediplex,  a  company  which  operates  long-term  care  and 
sub-acute  facilities  in  Massachusetts  and  other  states,  agreed  to  take  the  entire  population. 
Although  Mediplex  was  not  the  lowest  bidder,  the  ability  to  provide  care  for  all  three  groups 
was  a  deciding  factor.  Mediplex  planned  to  renovate  the  former  Parkwood  facility,  only  20 
minutes  from  Lakeville,  which  was  owned  by  St.  Luke's  Hospital,  a  private  hospital  in  New 
Bedford  that  was  experiencing  serious  financial  problems.  DPH  made  the  decision  to  have 
the  patients  relocated  as  a  group  to  Mediplex.  This  provided  a  facility  for  the  remaining 
patients  that  was  close  to  Lakeville  and  also  assisted  a  private  community  hospital  in 
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improving  its  financial  situation  and  remaining  in  service  to  the  area. 

DPH's  decision  to  move  the  Lakeville  patients  as  a  group  was  motivated  both  by 
politics  and  by  concern  for  the  families  and  patients.  Lakeville  patients  were,  on  average, 
much  younger  than  those  at  Gushing  and  Rutland  —  the  average  age  of  patients  was  33  as 
compared  to  58  at  Rutland  and  85  at  Gushing.  Most  of  the  Lakeville  patients  had  parents  and 
family  members  who  were  very  involved  in  their  care  and  who  were  members  of  an  active 
parents'  group  at  the  facility.  They  had  not  expected  the  closure  decision,  were  irate,  and 
anxious.  DPH  senior  staff  were  worried  about  breaking  the  close  bonds  existing  not  only 
among  some  patients  but  also  some  family  members. 

DPH  hoped  that  keeping  the  population  together  and  offering  an  alternative  that  was 
most  like  Lakeville  would  reduce  the  anger  and  anxiety  and  make  the  relocation  process  a 
smoother  one.  In  many  ways,  this  decision  was  correct.  Patients  and  many  staff  did  move 
together  and  the  family  members  continue  to  meet  as  an  active  group  at  the  new  facility. 
Some  senior  staff,  however,  believed  that  delaying  the  discharge  planning  by  issuing  the  RFP 
and  moving  patients  as  a  group  only  served  to  give  the  families  and  patients  more  time  to 
organize  and  protest  to  stop  the  relocation. 

During  this  period,  one  very  intelligent  and  sophisticated  patient  with  a  severe 
degenerative  disease  went  on  a  hunger  strike  in  protest  of  the  move,  which  attracted 
widespread  media  attention.  As  a  result,  senior  DPH  staff  went  to  the  facility  to  meet  with 
him  and  assure  him  of  quality  care  in  the  new  location.  Although  he  remained  opposed,  he 
did  agree  eventually  to  drop  the  hunger  strike.  In  any  case,  the  hunger  strike  served  its 
purpose  in  effectively  bringing  media  and  DPH  attention  to  patients'  concerns  and  fears  about 
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having  to  relocate  from  a  facility  that  had  become  home  to  them. 
C.  Providing  Placement  Options 

In  its  report,  the  Commission  recommended,  where  feasible,  that  patients  and  families 
be  given  more  than  one  option  for  relocation.  It  appears  that,  for  the  most  part,  DPH  was 
successful  in  providing  alternatives.  In  some  cases,  however,  only  one  option  was  pursued 
because  of  the  patient's  special  needs  or  because  of  family  preferences.  In  other  cases,  only 
one  facility  could  be  found  to  address  certain  specialized  health  care  needs.  The  results  of  the 
Gerontology  Institute's  survey  of  family  and  other  representatives  of  relocated  patients 
(Leventhal  &  Caro,  1992)  found  partial  compliance  with  the  Commission's  recommendation 
on  relocation  options.  Although  approximately  one  third  of  respondents  reported  that  no  more 
than  a  single  facility  was  identified,  a  majority  reported  having  a  choice  among  two  or  more 
options. 

Staff  on  the  receiving  end  were  not  allowed  to  screen  a  group  of  potential  patients  at  a 
time.    DPH  staff  were  sensitive  about  avoiding  anything  that  approached  a  "human  auction 
block."  So  Ritcey  developed  a  procedure  whereby  potential  providers  reviewed  a  patient's 
record  first  and  then  were  escorted  to  meet  that  patient  only. 

An  additional  issue  of  concern  in  the  discharge  process  was  that  some  family  members 
felt  pressure  to  make  a  decision  quickly  on  a  new  facility.  Although  families  were  supposed 
to  have  a  minimum  of  48  hours  to  make  up  their  minds  on  a  placement,  some  families  have 
indicated  they  had  only  24  hours.  Even  with  the  48-hour  period,  it  was  difficult  for  a  number 
of  families  to  find  the  time  to  visit  the  facility  and  talk  to  staff  and  make  up  their  minds. 
Much  of  this  time  pressure  was  a  result  of  the  conflicting  tensions  faced  by  the  DPH 
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discharge  planning  staff.  They  had  pressure  from  the  nursing  homes,  which  wanted  a  decision 
quickly  and  were  concerned  about  losing  revenue  by  holding  beds  open  for  too  long  a  period. 
On  the  other  hand,  DPH  staff  had  to  deal  with  the  families'  need  to  take  time  to  consider  if 
these  were  the  appropriate  placements  for  their  relatives.  Some  staff  from  the  three  hospitals 
believed  that  DPH  staff  leaned  too  much  in  the  direction  of  the  nursing  homes'  demands  for 
speed  in  filling  their  vacant  beds.  It  does  appear  that  DPH  staff  tried  to  be  sensitive  to  this 
issue  and  to  strike  a  balance.  Also,  the  Gerontology  Institute  survey  of  patient  representatives 
(Leventhal  &  Caro)  did  find  that  the  large  majority  of  respondents  (77  percent)  did  visit  at 
least  one  facility  that  was  identified  as  an  option. 
D.  Transferring  Patients 

The  Special  Commission's  report  repeatedly  stressed  the  need  for  sensitivity  in 
handling  the  transferring  of  patients  to  the  new  facilities.  DPH  staff  worked  closely  with  the 
staffs  of  both  old  and  new  facilities  to  assure  the  emotional  and  physical  comfort  of  patients 
being  moved.  Transfer  was  generally  done  by  ambulance  or  van.  DPH  policy  required  that  a 
staff  member  from  the  closing  facility  always  accompany  the  patient  to  the  receiving  facility. 
Efforts  were  made  to  have  family  members  either  accompany  the  patient  on  the  ride,  meet  the 
patient  at  the  new  facility,  or,  if  neither  of  these  were  possible,  to  call  the  patient  soon  after 
his  or  her  arrival  at  the  new  facility.  On  the  whole,  staff  at  the  new  facilities  had  planned 
well  for  the  transferees  and  worked  to  make  them  feel  welcome.  One  public  health  hospital 
CEO  indicated  that  his  staff  had  been  impressed  and  pleased  to  see  how  well  patients  were 
being  treated  at  the  new  facility.  At  Rutland  Heights  and  Gushing,  patients  were  generally 
transferred  individually  in  a  piecemeal  fashion,  with  one  or  two  a  day  leaving.  As  the 
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numbers  of  patients  remaining  dwindled,  those  left  were  often  moved  internally  to  one  or  two 
wings  in  order  to  more  easily  provide  for  their  care  and  to  assure  that  they  did  not  feel 
isolated.  At  Lakeville,  the  bulk  of  the  patients  moved  in  a  van  together  to  the  new  Mediplex 
facility.  Staff  and  patients  made  the  move  easier  by  treating  the  transfer  day  as  a  field  trip. 

For  the  most  part,  DPH  staff  and  facility  staff  coordinated  their  activities  well  during 
the  transfer  process.  Staff  at  Gushing  were  deeply  upset  about  the  closing  and  had  differences 
with  DPH  on  the  discharge  planning  process.  Nonetheless,  they  had  praise  for  DPH's 
handling  of  the  transfers.  In  particular,  they  noted  that  Mary  Hardiman,  Director  of  Hospital 
Management,  showed  extraordinary^  sensitivity  for  patients.  They  recounted  a  situation  where 
a  patient  was  overwrought  about  the  move  on  the  day  it  was  scheduled.  As  a  result, 
Hardiman  postponed  the  transfer,  worked  with  the  patient  and  staff,  and  rescheduled  the  move 
when  the  patient  felt  ready.  She  did  this  despite  concerns  about  losing  the  nursing  home  bed. 
Gushing  staff  also  commented  favorably  about  Hardiman' s  walking  alongside  patients  holding 
an  umbrella  over  their  heads  when  transfers  took  place  on  rainy  days.  Hardiman  was  singled 
out  by  staff  at  the  three  facilities  as  being  continually  client-focused  and  sensitive  to  the 
concerns  of  all  parties.  Several  commented  that  the  successful  closing  was  contingent  on 
Hardiman' s  facilitation  skills,  and  that  a  different  person  in  her  role  might  have  been  an 
unmitigated  disaster.    When  a  senior  staff  person  at  Gushing  was  queried  as  to  advice  she 
would  offer  those  planning  a  hospital  closure,  she  recommended  that  every  closure  should 
have  a  Mary  Hardiman. 

The  study  of  family  representatives  by  the  Gerontology  Institute  (Leventhal  &  Garo, 
1992)  supports  the  view  that  the  transfer  process  was  highly  successful.  The  vast  majority 
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(85  percent)  of  respondents  indicated  that  the  transfer  process  went  "smoothly,"  only  1 1 
percent  reported  that  there  were  "some  difficulties,"  and  less  than  4  percent  experienced 
"many  problems."  The  majority  of  respondents  (60  percent)  reported  that  if  the  move  were  to 
be  done  again,  it  should  not  be  done  differently. 

One  of  the  initial  concerns  during  this  transfer  period  was  that  staff  at  the  hospitals 
being  closed  would  leave  their  jobs  quickly  after  the  closure  announcements,  leaving  patients 
dependent  on  assistance  from  unfamiliar  temporary  care  providers.  Some  senior  managers  in 
the  Weld  Administration  worried  that  facility  staff  might  try  to  sabotage  the  closure  process. 
However,  for  the  most  part,  staff  remained  to  care  for  their  patients  until  the  final  patient 
transfers  were  made.  While  some  staff  did  leave  to  take  other  positions  and  some  temporary 
staff  were  brought  in,  staffing  did  not  become  a  problem.  This  is  in  large  part  attributable  to 
the  commitment  of  staff  to  patients.  A  large  number  of  staff  had  worked  in  these  facilities 
for  many  years  and  had  almost  a  family  relationship  with  patients  and  fellow  staff  members. 
Further,  because  the  job  market  was  especially  poor  at  the  time  of  the  closings,  many  had 
difficulty  finding  new  positions.  According  to  interviewees,  the  nurses  and  other  credentialed 
staff  were  more  easily  able  to  find  new  positions  although  many  of  them  discovered  salary 
ranges  were  lower  in  the  private  sector.  Outplacement  services  were  offered  to  staff 
throughout  the  process  by  an  agency  under  contract  to  the  state.  Under  state  civil  service 
laws  and  applicable  union  contracts,  staff  were  also  able  to  "bump"  or  replace  less  senior  staff 
in  similar  jobs  in  other  state  facilities,  and  some  did  so. 

The  transfer  process  required  considerable  administrative  coordination  as  well  as 
sensitivity  to  the  physical  and  emotional  needs  of  the  patients,  family  members,  and  staff. 
The  Special  Commission's  report  called  for  the  establishment  of  clear  administrative  and 
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clinical  responsibility  for  individual  transfers.  DPH  staff  developed  a  thorough  relocation 
protocol  for   atient  transfers,  with  the  following  tasks  to  be  accomplished  by  DPH  staff  with 
the  support  of  facility  staff  prior  to  transfer: 

•  The  physician's  discharge  orders  with  accompanying  medications  and  the 
patient's  current  medical/psychiatric  plan  were  to  be  obtained; 

•  The  patient  or  guardian's  written  consent  for  transfer  was  to  be  obtained; 

•  A  written  accounting  of  the  patient's  personal  needs  money  and  arrangements 
for  transfer  of  funds  to  the  new  facility  was  needed; 

A  written  accounting  of  the  patient's  personal  possessions  and  the  transfer  of 
these  possessions  was  needed; 

•  The  transfer  of  the  patient's  entire  clinical  record  had  to  be  made; 

•  The  patient's  signed  medication  transfer  form  was  required; 

•  Safe  and  appropriate  transportation  had  to  be  assured. 

For  the  most  part,  this  process  appeared  to  work  smoothly.  However,  in  some  cases, 
DPH  staff  experienced  difficulty  in  locating  a  family  representative;  while  they  reported  that  a 
patient  representative  signed  off  on  every  transfer,  they  had  difficulties  later  in  providing  an 
up-to-date  listing  of  family  representatives.  DPH  staff  acknowledged  that  there  are  sometimes 
problems  with  hospital  records,  and  that  it  was  not  always  easy  to  find  the  family  member  or 
guardian.  They  attributed  this  to  the  fact  that  family  representatives  sometimes  move  without 
informing  the  hospitals  of  their  new  addresses. 

Arrangements  were  also  made  by  DPH  and  facility  staff  to  assure  that  equipment,  such 
as  electric  beds  or  special  chairs  assigned  to  specific  patients,  accompanied  these  individuals 
to  their  new  facilities. 
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DPH  staff  provided  follow-up  on  transferred  patients  through  visits  at  the  new 
facilities  and  through  telephone  and  personal  contacts  with  staff  there.  Also,  Ritcey  and 
Hardiman  made  a  commitment  to  patients,  families,  and  providers  that  if  a  patient  was 
unhappy  with  the  new  placement,  another  placement  would  be  found.  Although  this  occurred 
in  only  a  few  instances,  DPH  staff  did  help  with  a  second  relocation  for  these  patients. 

In  addition  to  the  patient-specific  administrative  tasks,  the  overall  administrative  tasks 
involved  in  phasing  down  the  facilities  were  extensive.  These  included  assuring  appropriate 
staffing  during  the  phase-down  period,  handling  equipment  transfers  and  security, 
dispersement  of  controlled  substances  and  drugs,  attending  to  the  legal  issues  involved  in 
transfers  and  closure,  and  handling  the  mothballing  of  the  facilities  and  asset-management 
issues.  These  tasks  were  coordinated  by  James  Hill,  the  Associate  Commissioner  for 
Management  and  Resources  at  DPH,  who  chaired  an  internal  DPH  Consolidation  Coordinating 
Committee.  Hill,  who  also  was  DPH's  representative  to  the  Steering  Committee  of  the 
Special  Commission,  played  a  key  role  in  overseeing  the  administrative  aspects  of  the  DPH 
hospital  closure  process,  in  delegating  specific  tasks  to  appropriate  staff,  and  in  assuring 
coordination  of  DPH  activities. 

Much  of  the  credit  for  the  smooth  implementation  process  can  be  attributed  to 
Commissioner  Mulligan.  With  a  background  in  community  public  health,  he  firmly  belie\'ed 
in  the  need  to  reduce  institutional  costs  and  provide  greater  support  for  primary  and 
preventive  care.  Parties  in  the  process  agree  that  he  was  consistent  in  this  support,  was 
willing  to  put  himself  out  in  front  on  the  issue,  and  showed  excellent  political  judgement  in 
his  handling  of  issues  and  opposition  to  the  closures.  He  directed  the  implementation  process 
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wdth  a  calm  but  focused  manner.  He  also  pushed  to  assure  that  $20  million  in  institutional 
savings  was  returned  to  the  DPH  budget  for  community  health  and  preventive  care. 

The  last  hospital  patients  left  Gushing  on  November  8,  1991,  Rutland  on 
November  19,  1991,  and  Lakeville  on  February  7,  1992.  While  other  hospital  closings  may 
occur,  the  current  Administration  does  believe  there  is  a  role  for  public  hospitals  in  filling 
service  gaps  and  in  providing  services  for  populations  whose  needs  are  not  being  met  by  the 
private  sector. 

VI.  CONCLUSIONS  AND  OBSERVATIONS 
A.  Conclusions 

The  Gerontology  Institute  study  concluded  that  the  closure  of  the  three  public  health 
hospitals  moved  quickly  and  smoothly.  Decisions  were  made  with  speed  and  credibility. 
Implementation  was  patient-focused,  sensitive,  and  clinically  appropriate  in  accordance  with 
the  goals  and  criteria  outlined  by  the  Governor's  Special  Commission  on  Facility 
Consolidation. 

Following  are  conclusions  regarding  the  policy  environment,  the  decision  making 
process,  and  the  implementation  process. 

The  Policv  Environment.  A  series  of  changes  in  the  policy  envirormient  in  1 99 1  were 
conducive  to  closure  of  these  facilities,  including  a  new  governor  and  administration  with  a 
mandate  for  change  and  a  state  fiscal  crisis  creating  a  favorable  climate  for  change.  Other 
factors  were  the  deterioration  of  the  physical  plants  of  several  facilities  and  the  need  to  either 
make  major  capital  investments  or  close  them;  the  low  patient  census  in  the  facilities  and  the 
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fact  that  many  patients  were  inappropriately  placed  in  hospital-level  facilities;  and  the 
availability  of  nursing  home  beds  for  the  first  time  in  many  years.  Without  any  one  of  these 
factors,  closure  would  have  been  more  difficult.  The  convergence  of  all  these  factors  in  1991 
made  facility  closure  feasible. 

The  Decisionmaking  Process.  Creation  of  the  Governor's  Special  Commission  was 
key  to  the  success  of  the  decisionmaking  process.  The  Special  Commission  provided 
credibility  and  a  broad  base  of  support  for  the  closings.  In  particular,  the  support  of  the 
closures  by  the  legislative  members  of  the  Commission  was  instrumental  in  undermining 
opposition.  The  Special  Commission  was  particularly  valuable  in  its  articulation  of  the 
philosophical  rationale  behind  the  closures  and  in  the  development  of  specific  goals  and 
criteria  to  guide  the  implementation  process. 

The  Implementation  Process.  DPH  staff  performed  well  throughout  the  closure 
process.  They  gave  high  priority  to  patients'  needs  and  to  the  concerns  of  family  members. 
They  informed  patients  and  family  members  about  the  process  and  what  to  expect.  They 
worked  to  identify  quality  placements  and  to  assure  the  most  appropriate  placement  for  each 
patient.  They  relocated  patients  with  sensitivity  and  did  appropriate  follow  up  to  assure 
continuity  of  service. 

B.  Observations 

Following  are  additional  observations  from  the  study  on  the  closure  process. 

1.  A  primarv  reason  for  the  success  of  the  public  health  hospital  closures  was  the 
political  will  of  the  Administration.  There  was  agreement  among  senior  management  of  the 
Administration  that  closure  was  good  public  policy,  and  they  closed  ranks  behind  this 
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decision.  They  gave  no  signs  of  wavering  or  backing  off  at  any  point.  This  denied  hope  to 
opponents  of  the  closures  and  forced  them  to  consider  placement  options.  In  many  ways,  this 
was  not  only  the  most  efficient  but  also  the  kinder  approach.  While  previous  administrations 
recognized  that  closure  of  some  of  the  public  hospitals  would  be  sound  public  policy,  they 
continually  backed  off  from  implementation  of  their  decisions  after  facing  public  protests.  At 
the  same  time,  the  public  health  hospitals  were  treated  with  benign  neglect,  with  little  capital 
investment  in  the  facilities,  reduced  staffing,  and  a  reduced  patient  population.  This  just 
prolonged  and  aggravated  the  various  problems. 

2.  The  process  benefitted  from  strong  management  and  effective  staff  work.  From  the 
decisionmaking  process  through  the  closings,  time  frames  and  deadlines  were  generally  met. 
This  is  particularly  impressive  considering  the  scope  of  the  work  involved  and  the  interagency 
cooperation  required.  Even  opponents  of  the  closure  came  to  respect  the  commitment  and 
professionalism  of  staff. 

3.  The  smooth  process  of  the  DPH  closures  may  be  difficult  to  replicate  with  DMH 
and  DMR.  DPH  generally  had  to  locate  alternative  placements  as  opposed  to  creating  them. 
There  is  no  strong  constituency  or  advocacy  group  for  public  health  hospital  patients  similar 
to  the  strong  groups  for  DMR  and  DMH  clients.  The  DPH  closures  were  facilitated  by  the 
momentum  coming  out  of  the  Commission's  activities  and  report  and  by  the  short  time  frames 
involved. 

4.  The  limited  media  coverage  throughout  the  process  helped  to  prevent  major 
opposition.  Several  local  papers  in  the  areas  of  the  closed  facilities  gave  extensive  negative 
coverage.  However,  although  the  major  Boston  papers  had  a  few  negative  articles,  they 
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tended  to  downplay  or  ignore  the  closing  issues.  This  helped  in  preventing  major  opposition 
to  the  closure.  On  the  other  hand,  the  media  did  not  highlight  the  closures  as  sound  public 
policy  and  tended  to  ignore  this  as  an  example  of  a  success  for  the  Administration. 

5.  Although  the  closures  seem  to  be  beneficial  from  a  public  policy  perspective,  they 
resulted  in  costs  such  as  anxiety,  fear,  a  sense  of  loss,  and  a  need  for  readjustment  on  the  part 
of  many  patients,  family  members,  and  facility  staff.  Despite  the  problems  with  the  facilities, 
most  patients  were  pleased  with  their  care  and  considered  the  hospitals  home.  Many  patients 
had  developed  close  relationships  with  other  patients  and  with  staff.  Also,  most  staff 
members  were  dedicated,  caring,  and  committed  to  their  patients.  It  is  sometimes  easy  to 
overlook  the  human  suffering  involved,  even  when  the  overall  policy  is  worthwhile.  The 
situation  was  especially  poignant  because  the  patients  and  family  members  affected  by  the 
closures  had  already  experienced  significant  physical  and  emotional  pain  as  a  result  of  the 
patients'  disabilities.  The  price  paid  by  these  individuals  should  be  recognized. 

6.  The  success  of  the  closure  process  was  also  attributable  to  balance  in  emphases  on 
quality  of  client  care  and  cost  effectiveness.  The  Administration  was  careful  to  build  its  case 
on  the  need  for  greater  emphasis  on  improved  community  care  and  on  equal  or  better  care  for 
all  patients  as  opposed  to  an  emphasis  only  on  cost  savings.  Most  interviewees  agreed  that 
throughout  the  decision  making  and  implementation  processes,  the  focus  was  on  the  needs  of 
patients  and  assuring  their  safety  and  appropriate  placement.  DPH  senior  staff  reported  that 
the  Administration  also  followed  through  with  its  commitment  to  use  savings  from  the 
closures  to  improve  community  health  programs.  They  indicated  that  the  DPH  community 
services  budget  was  increased  by  $20  million  following  facility  closures.  These  funds  will  be 
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THE  GERONTOLOGY  INSTITUTE 


The  University  of  i\/1assachusetts  at  Boston 


Established  in  1984,  the  Gerontology  Institute  at  the  University  of 
Massachusetts  at  Boston  furthers  the  University's  commitment  to  the 
study  and  development  of  social  policy  on  aging.  The  Institute  conducts 
policy  research  on  issues  affecting  older  people  and  their  families.  In 
addition,  the  Institute  assists  national,  state,  and  local  organizations  in 
analyzing  policy  issues  and  formulating  policy  options  on  matters 
concerning  the  elderly.  Core  funding  is  provided  by  the  Massachusetts 
Legislature.  Major  projects  are  funded  through  grants  and  contracts. 

Programs  of  the  Institute  are  carried  out  through  two  divisions: 
The  Frank  J.  Manning  Research  Division  and  the  Public  Policy  Division. 
A  major  research  priority  is  productive  aging,  that  is,  opportunities  for 
older  people  to  play  useful  social  roles.  A  second  priority  is  long-term 
care  for  the  elderly.  Additional  major  concerns  of  the  Public  Policy 
Division  include  health  care  policy,  income  security  policy,  and  housing, 
with  particular  attention  to  the  special  needs  of  racial  and  ethnic  minority 
elderly. 

In  the  fall  of  1990,  the  University  introduced  a  Ph.D.  program  in 
Gerontology  with  an  emphasis  in  social  policy.  It  is  the  second  such 
program  in  the  country.  The  Institute  is  a  teaching  resource  for  the  Ph.D. 
program.  In  addition,  the  Institute  provides  doctoral  students  with 
experience  in  research  and  policy  analysis. 

The  Institute  also  supports  the  University's  Gerontology  Certificate 
program.  A  one-year  program  of  concentrated  study,  the  Gerontology 
Certificate  program  prepares  older  learners  for  roles  in  aging  services. 
Most  students  are  over  60  years  of  age.  Through  an  Advanced 
Certificate  program,  selected  graduates  participate  in  applied  research 
projects  within  the  Institute.  The  regular  involvement  of  older  people 
helps  to  assure  that  Institute  projects  reflect  the  concerns  of  older 
people. 

Another  activity  of  the  Institute  is  the  publication  of  a  scholarly 
quarterly  with  an  international  perspective,  the  Joumal  of  Aging  &  Social 
Policv.  The  journal  is  issued  by  Haworth  Press. 

Since  its  formation,  the  Institute  has  been  directed  by  Scott  A. 
Bass,  Ph.D.  It  has  a  permanent  faculty  and  staff  of  approximately  16 
people. 


